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Fig. 1. Angiogram shows aneurysm with sharp angulation at proximal neck. Note proximity of 
vertebral (straight arrows) and internal mammary "curved arrows) arteries. 
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Reply 
To the Editors: 
We would like to congratulate Drs. Kolvenbach and 
Lohmann in accomplishing five laparoscopy-assisted aorto- 
bifemoral bypasses. We believe that the gasless laparoscopic 
approach is the safest and most easily accomplished tech- 
nique in performing laparoscopic vascular surgery. They 
have extended this procedure to the retroperitoneal posi- 
tion with reported success. We believe that both the 
transperitoneal and retroperitoneal approach with adequate 
exposure can be performed safely. Using the peritoneum to 
assist in providing exposure via the retroperitoneal approach 
makes intuitive sense. However, tunneling the right limb of 
the aortofemoral graft would likely be more difficult with 
the patient positioned on the right side, and, certainly, in 
patients with previous left colon operations, this approach 
would be considerably more difficult. 
We look forward to the full publication of their tech- 
nique, and we welcome them to the increasing number of 
surgeons who have per formed laparoscopic vascular surgery 
and who arc attempting to perfect his difficult echnique. 
Eric S. Berens, MD 
James R. Herde, MD 
6506 E. Carondelet Dr. 
Tucson, AZ 85710 
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Endovascular repair of  subclavian artery aneurysm 
To the Editors: 
We performed endovascular repair in a 72-year-old 
woman who had increasing pain and paresthesia in her left 
hand as a result ofa large, expanding subclavian aneurysm 
(Fig. 1). An Amplatz extra-stiffguide wire was placed via the 
femoral artery and advanced until it could be retrieved from 
the surgically exposed left brachial artery. A 14F introducer 
sheath and Coon's dilator were advanced over the guide 
wire into the brachial artery and through the aneurysm into 
the subclavian artery. The graft-stent combination, which 
consisted of an 8-mm woven Dacron graft lined with 
self-expanding stainless teel Z stents was inserted via the 
sheath. An angiography catheter was passed upwards from 
the groin to enable an angiographic scan to check the 
position of the system without the need for catheter 
exchange. The graft-stent combination was deployed by 
